I. Introduction
Female genital mutilation (FGM) or female genital cutting (FGC) is a harmful traditional practice, and is a violation of the human rights of women worldwide. It is often associated with physical, psychological, sexual and social consequence. FGM is defined by the World Health Organization (WHO), United Nations Children's Fund, and the United Nations Population Fund, as partial or total removal of the female external genitalia or other injury to the female genital organs for cultural or other non-therapeutic reasons (1, 2) . The WHO classified FGM into four types as follows: type 1 consists of excision of the prepuce, with or without excision of clitoris, type II involves clitoridectomy and partial or total excision of labia minora, type III includes removing part or all of the external genitalia and re-approximation of the remnant labia majora leaving a small neointroitus and type IV involves other forms of injuries to the genital region including pricking, piercing, stretching, burning, scraping or any other manipulation of external genitalia (3, 4) .
The WHO estimated that more than 200 million girls and women alive today have undergone female genital mutilation in the countries where the practice is concentrated. Furthermore, there are an estimated 3 million girls at risk of undergoing female genital mutilation every year (4) . United Nations Children's Emergency Fund( UNICEF) reported in November 2016 that prevalence rates for sub-Saharan Africa were 39 % for women and 17 % for girls aged 0-14; for Eastern and Southern Africa 44 and 14 %, and for West and Central Africa 31 and 17 %. (5) As of 2013, in Egypt, Ethiopia and Nigeria the number of women and girls living with FGM had the highest percentage (27.2 million, 23.8 million and 19.9 million) respectively. (6) Compared to 96% of women in Egypt had undergone some form of genital cutting at 2007 , which mean that the rate declined, but there is still a need for a clinical strategy for completely eradicate this bad traditional cultural practice to prevent its consequences (7) .
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DOI: 10.9790/1959-0601034654 www.iosrjournals.org 47 | Page FGM is still widely performed by non-professionals, instead of the efforts to prevent hospitals and medical doctors from carrying out the procedure. Recently, a 12-year-old Egyptian girl died while undergoing the procedure (7) . The WHO reported that Female genital cutting is a deeply-rooted traditional practice in more than 28 countries in Africa includes Egypt, plus some countries in the Middle East and Asia (4) . The importance given to virginity and an intact hymen in the Egyptian society is the reason why female genital cutting remains a very widespread practice. Traditional beliefs of removing parts of girls' external genitals organs, minimized sexual desire and permits a female who has reached the dangerous age of puberty and adolescence to protect her virginity and therefore her honor, with greater ease (8) . FGM enhances the sexual pleasure of men while genitally mutilated women sense little or no sexual pleasure. This denial of sexual pleasure can have psychological effects on women, such as post traumatic stress disorder (PTSD). These women therefore become sexual objects and reproductive vehicles for men (9) . Islam's teachings prohibit inflicting harm on any human being. Thus, FGC is contrary to Islam, an attack on women, and a practice that should be criminalized (10, 11) .
The WHO states that all types of female genital cutting involve removal or damage to the normal external female genitalia can lead to a range of physical, sexual, and psychological complications (12) . The area of the clitoris and labia has a dense concentration of nerves and are highly sensitive. Because most procedures are done without anesthesia, most women experience extreme pain. Applying local anesthesia to the vulva is in itself extremely painful. Primary hemorrhage represents 25% of all reported complications of FGC as a result of amputation of the clitoris involving the clitoral artery in which blood flows at high pressure. Secondary hemorrhage can occur after several days with sloughing of the clot on the clitoral artery due to infection (12) . Infection is caused by follow septic technique and contamination of the wound by feces, urine, or blood. Infection can range from a superficial infection to abscesses, septicemia and gangrene of vulvar tissue (2) . Shock can occur from hemorrhage, pain, psychological trauma, or sepsis. If the urethral meatus becomes injured, it may develop a meatal obstruction. The evidence on obstetric and gynecological complications is mixed: increased risks have been reported for some complications of labor and delivery such as, hemorrhage, infection, urine retention, obstructed labor , shock, and death (13, 14) .
Other complications of FGM include scarring complications, such as keloids, dermoid cysts, introital and vaginal stenosis. These lead to dyspareunia, women's sexual dysfunctions include persistent or recurrent disorders of sexual interest/desire, disorders of subjective and genital arousal, orgasm disorder, pain and vaginismus, and difficulty with attempted or completed intercourse (15) (16) (17) . Every woman has the right to have sexual health and to feel sexual pleasure for full psychophysical well-being of the person. Many studies underscore the difficulties of research on the health and sexuality consequences of FGM (17) . Other studies emphasized that understanding the complications and consequences of female genital mutilation/ cutting is necessary to prevent the continuation of such practice that is associated with human rights violations. Additionally, many health care professionals in different countries of the world lack experience in assisting women with female genital mutilation during pregnancy and birth, and they are usually untrained in this aspect of care. Thus, the present study aimed to investigate the effect of female genital mutilation on sexual relation.
II. Aim of the study
To investigate the effect of female genital Mutilation on sexual relation among married women in Tanta City . Research Hypothesis: Women with FGM experience more sexual dysfunction than women without. Research Questions: Dose female genital mutilation affect sexual relation of married women at Tanta City? Subjects and method: Study design: This study is an exploratory descriptive design.
Setting:
The data were collected from family planning clinics of Tanta University and El-Menshawy Hospitals at Tanta City.
Subjects:
The study included a convenient sample of 80 women from the previously mentioned settings. They were equally divided into 2 groups. The first group consisted of 40 circumcised women, 20 women from each hospital. The second group consisted of 40 non-circumcised women, 20 women from each hospital, based on the following criteria: aged 20 to 45 years old, free from any medical, obstetrical and psychological problems, unprecedented natural childbirth has no more than two children, and living in a nuclear family.
Tools of data collection:
The study used three tools as follows:
Tool I: A structured questionnaire sheet was developed based on relevant and recent literature. It included the socio demographic characteristics of the women, such as age, education, occupation, and residence. Tool II: Clinical observation sheet was developed and used by the researchers to assess the FGM degree: FGC Type I (partial or complete clitoridectomy). Type II (partial clitoridectomy and partial excision of labia minora, Partial clitoridectomy and complete excision of labia minora, complete clitoridectomy and partial excision of labia minora and complete clitoridectomy with complete excision of labia minora). Type III (infibulations). Type IV (pricking, incising, scraping, and cauterization), by whom it was done (professional or non-professional) and assessment of local external female genital deformities included (Clitorial cyst, adhesions between labia majora, adhesions between labia minora, Physical scars around the vaginal opening, narrowing of the vaginal opening and removal of unequal parts on both sides of the vagina). Additionally, the researchers assessed signs of delayed female genital complications such as, keloid, scar abscess, inclusion cyst, urinary tract infection (UTI) , and pelvic inflammatory diseases ( PID).The studied women were also asked about the occurrence of immediate complication such as, hemorrhage,fever and dysuria.
Tool III: A modified Arizona Sexual Experiences Scale (ASEX) for assessment female sexual dysfunction. It included 6 items and 36 sub items scored as follows: Item I: sexual desire/drive included (extremely strong (1), very strong (2), somewhat strong (3), somewhat weak (4), very weak (5), and no sex drive (6) . Item II: arousal included (extremely easy (1), very easily (2), somewhat easily (3), somewhat difficult (4), very difficult (5), and never aroused (6) . Item III: lubrication included (extremely easy (1), very easily (2), somewhat easily (3), somewhat difficult (4), very difficult (5), and never lubricated (6) . Item IV: orgasm included (extremely easy (1), very easily (2), somewhat easily (3), somewhat difficult (4), very difficult (5), and never reach orgasm (6). Item V: pain during intercourse/dyspareunia included (extremely strong (1), very strong (2), somewhat strong (3), somewhat weak (4), very weak (5), and no pain (6). Item VI: satisfaction included (extremely satisfying (1), very satisfying (2), somewhat satisfying (3), somewhat unsatisfying (4), very unsatisfying (5), and never satisfied (6) . The scoring system regarding women's sexual dysfunction was as follow: The total score of ASEX was ranged from 6 to 36. According to McGahuey et-al. (1999) women were considered sexually dysfunctioning if they scored more than 60% (from 21. 6 to 36 marks), and if scored on any item 5 or more except dyspareunia, or if scored on any three items 6 marks or more). On the other hand, women were considered sexually functioning if they scored less than 60% (from 6 to less than 21. 6 marks), and if scored on any item 1 to less than 5 or if scored on any three items less than 6 marks).
III. Method
1. An official letter was directed from the faculty of Nursing, Tanta Univesity to the head of the Obstetric and Gynecological Medicine Department of both Tanta University, and El-Menshawy Hospital at Tanta in order to obtain their acceptance to collect necessary data from the previous selected settings. The study tools of data collection was developed by the researchers after reviewing the related literaturetranslated and tested for its content validity and reliability by presenting it to five experts in obstetrics and gynecological nursing from the faculty of Nursing. The validity of this tool was calculated by content validity methods and its reliability.
2.Subjects of this study were interviewed during their attendance to family planning clinics at both settings, data collection were accomplished in the morning from 9:00 A.M to 1:00 P.M. two times per week .Over a period of six months (3 months for each hospital) from the beginning of August 2014 to the end of February 2015.
3.Ethical considerations of the study included getting the subjects' consent to participate in the study after reading loudly of the informed consent. Also; confidentiality and privacy were ascertained regarding the collected data.
4.Before embarking on actual study, a pilot study was carried out on eight women attending the both hospitals, 4women from each one (two women from each group). Those women were excluded from the study sample. Data collection:--Tool I: A structured interview questionnaire used by the researchers to assess socio demographic characteristics of each studied woman 
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Statistical analysis:-
The data were computerized and verified using SPSS (Statistical package for social science) version 18. Analysis of collected data was done through the use of several statistical tests as: Chi-square(x 2 ). P values of < 0.05 were considered statistically significant.
IV. Results
The collected data was coded, categorized, and analyzed using SPSS. Group I= Non -circumcised women. Group II= Circumcised women. Table 1 : shows the socio demographic data of the studied women. It was found that among the non circumcised and circumcised studied women (35% &30% respectively) had 25-< 30 years old with non significant differences. There were no significant differences between both groups regarding their education level, occupation and residence. The table also shows that nearly three quarters of circumcised women(72.50%) from rural areas. Table 3 : Shows the immediate and delayed complications and the Presence of external female genitalia deformity. It shows that nearly the third 32.50% among circumcised studied women had fever and dysurea and nearly the fifth (17.50%) of them had hemorrhage as immediate complications and (45% and 55% respectively of them) had dyspareunia and Dysmenorrhea as delayed complications. The table also shows that 55% of the circumcised studied women had external female genitalia deformity. The table also shows that all the studied women who have complete clitoridectomy 100% had sexual dysfunctional. Table 7 : revealed that from all socio -demographic factors, only the woman's occupation was a significant factor affecting sexual function among circumcised women (F=4.966 & p=0.012). shows women's perception of the role of obstetrical and gynecological nurses in relation to sexual dysfunction and female genital mutilation. The table shows that the highest percents of group I & group II (75% &77.50% respectively) needed for health education to women. 37.50% of group I and 52, 50% of group II encourage the Implementation of health care laws. The table represents that the differences was statistically significant between the group I and group II regarding the referral to social support and Call for further action of prevention (P <0.039*, <0.009* respectively)
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V. Discussion
Female genital mutilation (FGM) is a harmful traditional practice rooted in religious, personal and societal beliefs to control women's sexuality. This practice violates and abuses women's rights to maintain the quality of their life (18) . Thus, the present study aimed to investigate the effect of FGM on sexual relation among married women at Tanta city. The present study shows that there were no statistically significant differences between circumcised and non circumcised women regarding their socioeconomic data (women age, woman's education, occupation, and residency). These findings are in accordance with the findings of previous critical and comparative analysis that investigated female genital mutilation in the Demographic and Health Surveys done by Yoder et-al (2004). The results indicated that FGM is widespread among the surveyed countries including Egypt, Eritrea, Mali, Sudan, Yemen, as well as immigrants of Europe, and regions in northern and South America. It occurs in all groups, especially Muslim women despite the fact that the practice predates Islam. (19) Regarding the type of FGM, the present study shows that nearly one third of women had genital mutilation type I and more than two third of them had female genital mutilation type II. This result is in accordance with WHO (2006) reported that in Africa, the most common type of FGC is type II which accounts for up to 80% of all cases (20) . On the other hand, this result disagrees with Al-Hussaini TK(2003) and Anis TH et-al. (2012) who found that the most common form of FGC still widely practiced throughout Egypt is type I (21, 17) . This disagreement may be due to the fact that nearly one quarter of the studied women in the present study were from rural origins and three quarters of them performed FGM by non-professional practitioners. (22) .
Regarding the immediate and delayed complications of FGM, this study shows that nearly one third of circumcised studied women had fever and pain, from the researchers point of view this is may be due to that FGM occurred by follow septic technique. Less than one fifth had hemorrhage because most of the procedure of FGM was done by non-professional and nearly one half had dyspareunia. This is may be due to that the scar tissue from FGM led to dyspareunia, lack of sex interest, vaginal dryness, and lower sexual satisfaction. These results correspond with Tag (2001) who stated that the early and late complications of FGC were severe pain, bleeding, incontinence, infections, sexual problems, primary infertility and difficult labor with high episiotomy rate (22) (23) (24) (25) . The present study shows that more than the half of circumcised studied women had external female genitalia deformity. The result of the present study is accepted because FGM comprises various procedures which remove or damage the external female genital organs for no medical reason. Also genital scarring is common but can be very variable due to the extent of tissue removed and immediate complication such as infection (26) .
Regarding sexual dysfunction among non-circumcised and circumcised women, the study represents that the differences was statistically highly significant between non-circumcised and circumcised women regarding sexual desire, arousal, lubrication, orgasm, dyspareunia and sexual satisfaction. Furthermore, the majority of the circumcised women who have partial clitoridectomy and all the women who have complete clitoridectomy had sexual dysfunctional. Although studies on sexual function have also been small, this result is compatible with Rigmor C et-al. (2012) who examined FGM/C effect on women's sexual functioning. They found that women with FGM/ were likely not to have sexual desire, dyspareunia and reduced sexual satisfaction twice more than women without FGM (27) . As regarding to the total score of sexual dysfunction, the present study represented that sexual dysfunction was significantly higher among circumcised women compared to non-circumcised ones .This result agree with Anis TH et-al.(2012) who represented that non -circumcised women had significantly higher total score of sexual functioning compared with circumcised women regarding sexual desire, arousal, lubrication, orgasm, and satisfaction domains (17) . It is obvious that FGC does not eliminate sexual pleasure for all women who underwent partial clitoridectomy, and the effect of FGM on a woman's sexual experience varies depending on many other factors. This can be explained as sexual excitement for a woman during intercourse involves a complex series of nerve endings being activated and stimulated around her vagina, vulva (labia minora and majora) and clitoris, psychological response and mind-set is also important (28, 29) .
The present study revealed that woman's age and education were statistically significant factors affecting sexual function among non-circumcised women while the women's occupation and residency were not statistically significant factors. It is obvious from this results that despite female genital mutilation, there are other factors which can affect women sexual function such as, age and educational level which has effect and impact on the individual's personalities and their abilities to ask for help regarding any problem facing them, including sexual relation .This result match up with Hayes R & Dennerstein L (2005 who studied the impact of aging on sexual function and sexual dysfunction among women, they found that a woman's sexual function declines with age. Specifically, desire, frequency of orgasm, and frequency of sexual intercourse (30) . Also the result conform with Çayan S et al. (2004) who represents that the prevalence of female sexual dysfunction including desire, arousal, lubrication, orgasm, satisfaction and pain problems increases with age. In addition, the presence of a lower educational level and unemployment status are important risk factors that may cause sexual dysfunction (31) . The present study revealed that from all socio -demographic factors, only the woman's occupation was a significant factor affecting sexual function among circumcised women. This result was supported by Ramezani TF et al. Who found that new tasks in women's' life such as their occupation or engagement in care of their children were affect women sexual function From the researchers point of view this results was accepted because the women occupation and their more interaction with the community was affect their sexual function instead of their circumcision (32) .
Regarding the role of Obstetrical and Gynecological nurses in relation to sexual dysfunction and female genital cutting, the present study shows that the studied women in dire need of health education ,implementation of health care laws, referral to social support and Call for further action of FGM . From the researcher point of view the result of the present study was acceptable and predictable because there is no doubt that the level of university education among more than the half of studied women has helped them to increase their awareness regarding the negative impact of FGM on women health status physically and psycho-sexually. This result correspond with the study done by Gage and Rossem (2006) to examine the relationship of socioeconomic
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DOI: 10.9790/1959-0601034654 www.iosrjournals.org 54 | Page factors and gender to attitudinal support for the discontinuation of FGC among men and women aged 15-59 in Guinea showed that attitudinal support for FGC discontinuation was more prevalent among men than women. The chances of supporting the discontinuation of FGC were negatively related to beliefs in social approval of and religious support and its enhancement of women's marriage ability (33) .Communities express their desire to eradicate the practice, religious institutions are indicating that FGC is not a requirement, and governments are approving programs that educate the nation about the harms of FGM (34) .
Recommendation
This study recommended that there is a crucial need for focusing on more orientation of the community regarding the effect and the hazard of FGM on sexual relation and its role on occurrence of sexual dysfunction.
